EHABILITATION Of the wounded Soldier, Sailor and Marine is receiving more and more attention of the members of the Medical Departments of the Army and the Navy. Our responsibilities as Medical Officers do not end with the suture of the wound, the setting of a fracture, or the repair of a damaged nerve, but continue until the patient is fit to return to duty or discharge from the service in the best possible physical condition.
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The experience of the air gunner is not unusual. It is typical of victims of injuries to the extremities. In the hospitals of every country at war, there are many injured men whose surgical treatment has been completed for months but who are incapacitated because of minor disuse changes, because confidence is lacking, because morale has been destroyed. Their bodies have been treated, not their minds. The treatment of fractures has been concentrated upon securing bony union, and the treatment of peripheral nerves concentrated upon end-to-end anastamosis. No treatment has been directed to the tone and volume of muscles, the stability of joints, and the circulation of the limbs. There has been no measurement and graduation of physical activity. There has been no attempt to continue treatment until the patient regained confidence and recognized for himself that recovery was complete.
It is a well-recognized fact that a successful nerve repair may be followed by an incomplete or faulty functional recovery, if the muscles are not properly prepared. Davis, in his monograph, states: "It is unfortunate that many times nerve ends are sutured and no thought is given to what we consider to be of at least as great importance carefully supervised and persistent physical therapeutic after-care." Many structural and metabolic changes may and do take place in the denervated group of muscles. This is especially true when there is associated destruction or trauma to the contiguous structures, such as the muscles, the long bones and the joints. Every traumatized extremity should be treated as a unit and the peripheral nerves should be carefully considered from the standpoint of a functional return. Disabilities resulting from injuries to the radial, median and ulnar nerves, as well as sciatic, tibial and peroneal nerves should be analyzed, and any treatment instituted should include every means to insure a good functional final result. The activation of denervated muscles by passive or active motion, as well as electrical stimulation, increases the metabolism and the circulation of the muscles, and keeps them in much better physical condition, and therefore much more receptive to re-inervation. Although it is difficult to measure accurately, it is an accepted fact that those patients who receive physical therapy show evidences of recovery of function much earlier, and the degree of recovery is much greater, than those who do not.
Physical therapy should be carefully supervised because atrophied, denervated muscles may be injured by rough methods and fatigue. In many cases better results are obtained by simple devices and games which effect an unconscious and effortless exercise of the contracted muscles.
Massage and passive motion have long been used to take the place of active exercise. If massage is to be of service in cases of nerve suture it must be used skillfully at the right time.
The preoperative treatment of peripheral nerve injury cases should be carried out very carefully and should comprise all of the various forms of massage. In the preoperative stage, massage and exercises should be used to keep joint and muscle senses intact, to maintain full mobility or to restore it if lost, to encourage the fullest activity in muscles capable of contraction, and to devise movements and exercises to maintain the vitality of the part as a whole. In the Peripheral Nerve Centers in England during the postoperative treatment of peripheral nerve injuries, skilled masseurs initiate
